Now (six weeks later) the pneumothorax has almost completely gone; the patient is free from symptoms and is returning to work.
Dr. PARKES WEBER said that a spontaneous " idiopathic " pneumothorax in an otherwise apparently healthy individual almost invariably disappeared spontaneously in the course of a few weeks. He therefore suggested that in the present case the opening (probably a ruptured subpleural bulla) had Male, aged 51, bas for twenty years suffered from repeated hbmoptysis varying in amount from 1 to 20 ounces. The hwemoptysis has become more frequent recently.
Condition on examination.-Well covered, healthy-looking man. Chest: No abnormal physical signs. Skiagram: No abnormal shadows. Bronchoscopic examination showed a pedunculate tumour arising from the posterior wall of the right main bronchus, between the openings of the upper and middle lobe bronchus.
Piece removed for microscopic examination. Report on section: "Oat-cell neoplasm."
The tumour was partially removed by diathermy. During the last nine months patient has remained well, and has had no further bleeding.
Lineae Atrophicm in Rheumatic Fever.-l. S. STANNUS, M.D. J. S., female, aged 14, had rheumatic fever when aged 10, and her heart was affected. She remained in hospital for nine months and became very fat. She was admitted to the French Hospital, 13.12.32, with subacute rheumatic arthritis, knees, ankles and wrists being swollen and tender, and mitral disease. There was an irregular pyrexia 99°-102°F. during the first three weeks, between 990-1000 F. for a further two and a half weeks; since then the temperature has remained below 990 F., and the pulse has fallen from 100-120 to 80-100 per minute. Urine, beyond a mild febrile albuminuria, is normal. Blood-urea 35 mgm. per cent. Blood-culture sterile. 
The patient (C. P.) is a young married woman, aged 25 years. Married three and a half years. Has one child, aged 2+ years. Complains of intermittent swelling of the left parotid gland during the last ten years, and also of the right parotid gland during the last year. For the last three or four months the swelling has not completely disappeared on either side between the attacks. At present both parotid glands are definitely enlarged, chiefly the left one. There is often a little dull pain (not increased by pressure) over the parotid glands, especially on the left side. There has been moderate xerostomia during the last three or four months. The patient has noticed some viscid, tasteless material in the mouth at times, apparently secretion coming from the orifice of Steno's duct. Otherwise the patient seems to enjoy good health. Ordinary general examination, blood-count and urine show nothing special; menstruation regular. The blood-serum gives negative Wassermann and Meinicke reactions. No obvious enlargement of the tonsils, lymph-glands, thyroid gland, spleen or liver. No xerophthalmia or enlargement of lacrimal glands. By radiographic examination of the parotid region and of the thorax, Dr. E. J. H.
Roth finds calcification in the lymphatic glands draining the left parotid region, and there are discrete calcifications at the root of the right lung. He does not think that these changes suggest any active tuberculosis.
The exacerbations of the parotid swellings are not connected with meals; they seem sometimes to occur when she is not feeling well, epecially in damp weather, but are not really seasonal and are not decidedly connected with the menstrual periods. The duration of the attacks has varied between three days and two weeks. The swellings, as stated above, no longer quite disappear between meals. The patient has no artificial teeth and therefore the condition cannot in this case be connected with a badly-fitting (non-metallic) upper plate, and there is no pyorrhcea alveolaris.
This case may be compared to those described by L. N. Pyrah (Brit. Journ. Surg., 1933, xx, pp. 508-515) , and various cases to which he refers in the literature of the subject. A case of the same nature was apparently that of a rather corpulent man, aged 444 years, whom I recently saw, with xerostomia and chronic enlargement of both parotid glands. The latter commenced gradually seventeen years ago. A small piece of the left parotid gland was excised about 1920 and Mr. W. H. C. Romanis has kindly informed me that it showed (by microscopic examination) marked fibrosis and chronic inflammatory change, no signs of neoplasm and nothing to suggest tuberculosis or syphilis. In other respects the man appears healthy. The differential count of his leucocytes (6,200 per c.mm. of blood) gives 41% of lymphocytes. In a possibly similar case associated with xerophthalmia (Critchley, Proc. Boy. Soc. Med., 1932 -1933 308-309) the differential count of the patient's leucocytes (3,000 per c.mm. of blood) was 82%.
Athetosis.-F. PARKES WEBER, M.D.
The patient (A. V.), aged 251 years, is an unmarried English woman, of average size and general development. When she is sitting or lying at rest there is nothing special to be noted, but when she does anything she begins to have spasmodic movements on the left side in the face and neck and upper limb. In the face and neck the movements somewhat suggest a kind of spasmodic torticollis. In the left upper limb there tends to be an athetosis-like spasmodic state on movement, and she usually steadies her left forearm against her back when walking to avoid the spasmodic athetoid movements. She also has shaking in her right hand when she begins to use it, which hinders her in her work. With exertion she has a somewhat panting respiration. The lower limbs are little affected. The muscles of the left upper limb are slightly hypertrophied.
According to the history obtained, the illness commenced suddenly in the left upper limb about 1916, when she was nine years old. She woke up one morning with stiffness and a sensation of numbness in the whole of the left upper limb; this was not accompanied by any muscular weakness. Two years later she was supposed to have influenza and was in bed for two weeks in a rather sleepy condition. The spasmodic torticollis-like trouble seems first to have been noticed about 1921. The shaking in her right arm commenced abotut 1930, and soon she became unable to hold a cup in her right hand for drinking. Now she prefers to hold the cup in her left hand, squeezing her left elbow to her side for support, and further supporting the left forearm with the right hand. The patient is said not to have walked properly till she was four years old, but this may have been owing to rickets.
The speech is sometimes slightly involved. No sphincter disturbance. There is nothing abnormal as to patellar, Achilles, plantar or abdominal reflexes. Eyes (Dr. C. Markus): the pupils react normally; slight nystagmus on looking to left; visual
